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~ During the annual recertification survey | : ‘
I conducted on July 22-24, 2013, at NHC i : =
: Healthcare - Farragut, no deficiencies were cited . :ﬁt"ﬁ 3
| in relation to complaint #31996 under 42 CFR
PART 482.13, Requirements for Long Term Care.
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' resident care per shift: posted at . the beginning |
- Registered nurses. t of the .Shj.“ft . , i
- Licensed practical nurses or licensed % 3. Each clinical goordlnatqr/
vocational nurses (as defined under State law). charge nurse will post ‘
- Certified nurse aides. the required staffing |
o Resident census. data at the beginning of
| their shift. |
The facility must post the nurse staffing data 4. The DON and ADON will |
| specified above on a daily basis at the beginning monitor on a periocdic |
 of each shift. Data must be posted as follows: | bases, to ensure the ;
"o Clear and readable format. ! deficient practice will,
-0 In a prominent place readily accessible to not recur. |
i residents and visitors. i
The facility must, upon oral or written request, !
make nurse staffing data available to the public ,
for review at a cost not to exceed the community !
standard. i
The facility mUst maintain the posted daily nurse
staffing dat4 for a minimumyof 18 months, or as
| required by State law, whighever is greater. ;
| ! .
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The findings included:

first floor nurse's station, revealed the staffing

: facility on July 22, 2013. i

. the observation on July 22, 2013, confirmed the

Continued From page 1

This REQUIREMENT is not met as evidenced
by:

Based on observation and interview, the facility
failed to post accurate nurse staffing information
as required.

Observation on July 22, 2013, at 8:35 a.m., at the

information posted did not accurately reflect the
nursing staff on duty for the current day.
Observation of the posted staffing revealed, the
staffing information posted was the staff
scheduled for Friday, July 19, 2013, and had not
been updated to reflect current nursing staff in the

Interview with Registered Nurse #1 at the time of
staffing information did not reflect the current

nursing staff present; and confirmed the facility
failed to post accurate staffing.
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